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IINNTTRROODDUUCCTTIIOONN  

The liver is an important organ which performs complex 

functions including metabolism, synthesis and detoxification. 

Chronic liver disease is a multi factorial process leading to 

instability and derangement of essential functions. If not rapidly 

reversed, complications will lead to hepatic coma. With 

additional organ failure, recovery becomes irreversible and 

leads to a high patient mortality (Guba et al., 2010). 

Liver transplantation is an accepted management for end 

stage liver disease, early-stage hepatocellular carcinoma, and 

acute liver failure. The number of patients with end stage liver 

disease is growing rapidly. Living Donor Liver Transplantation 

(LDLT) has become an important alternative to cadaveric organ 

transplant for patients with end stage liver disease. LDLT has a 

good safety profile for donors with the median morbidity of 

16% and the mortality of 0.2%. With the advantages over 

deceased donation such as shorter cold ischemia time, 

prescheduled procedure, and healthier liver grafts, LDLT may 

produce better recipient outcomes. Understanding donor and 

recipient outcomes is important. In addition, this information 

will help the transplant team improve their post operative 

management and plan for long-term follow-up after liver 

donation (Lee et al., 2009). 



Introduction  

 - 2 - 

As surgical techniques and postoperative managements 

continue to advance, the outcomes of LDLT have continued to 

improve. Patients considering LDLT should know whether the 

risk, severity of complications and long-term survival (Eguchi 

et al., 2008). 

Mortality from donation of the right lobe (0.23-0.5%) is 

potentially higher than that of left lobe donation (0.05-0.21%) 

and this is likely due to the extent of resection. Right lobe 

donation also has a greater incidence of complications (Freise 

et al., 2008). 

Bile leaks, biliary stricture and bilomas accounted for the 

majority of biliary tract complications. Postoperative biliary 

complications is commonly referred to as the ‘‘Achilles heel’’ 

of liver transplantation. Although recent advances in surgical 

procedures and graft preservation techniques have improved 

outcomes for biliary reconstruction of liver transplantation, 

biliary complications continue to be a major cause of morbidity 

among liver transplant recipients and are as high as 10% -60% 

(Hampe et al., 2006). 

Vascular complications are another common cause of 

morbidity of liver transplantation, especially hepatic artery 

problems. The literature reports the hepatic artery complication 

rate to be approximately 5%–16%. Due to the smaller vessel 

diameter, the insufficient length for reconstruction and the 


